Introduction
Knowledge is needed about factors affecting QoL in elderly people to be able to direct specific interventions in nursing care towards a good life, especially for vulnerable people.
This goes especially for those who suffer from pain since they are at high risk of decreased quality of life (QoL), and when they also need help to manage daily living an even lower QoL may be the result. Functional limitations and dependency on others to manage daily life may be seen as measures of vulnerability. Functional limitations are known to increase with age and lead to dependency on others for performing tasks in daily life. For instance, a population study (general population) focusing on those aged 75+ in Sweden showed (n=448, mean age 84. 1 SD 5.1) that the proportion of older people in need of help from others ranged from 18.5% in the youngest age group (aged 75-79) to 79.1% in the oldest age group (aged 90-99), (Hellström & Hallberg, 2001 ). An especially exposed group at risk of increased need of help from others to manage daily life and lowered QoL is older people in pain (Kendig et al., 2000) . Pain tends to increase with increased age (Brochet et al., 1998) and may lead to e.g. functional limitations, impaired sleep and lowered satisfaction with life (Mobily et al., 1994; Scudds & Robertson, 1998) . A study in Canada (n=887; age 65-94, 53% aged 75+) showed that those reporting musculoskeletal pain were three times more likely to have some kind of functional limitations (Scudds & Robertson, 1998) . Thus, pain perhaps should be regarded not as a single health complaint but as existing in interaction with other factors.
Despite the increasing use of QoL measures in health care, there is little consensus regarding the definition of this construct (Bowling, 1997) and as to whether health-related QoL or a wider concept of QoL gives the most appropriate information. Previous studies have suggested that the differentiation between QoL and perceived health status is important, and they should not be used interchangeably (Covinsky et al., 1999; Smith et al., 1999) . A meta-analysis showed that, from the patient's perspective, QoL and health status are distinct constructs, and when rating QoL patients put more emphasis on mental health than on physical health, while this pattern was reversed for appraisal of health status (Smith et al., 1999) . Thus, when measuring only health-related QoL a limited description of the person's experience of daily life might be achieved. However, a study in Sweden measured healthrelated QoL (SF-12) and overall QoL (the LGC instrument) among older people (n=1622; aged 85-105 years) in pain and found similar determinants for both measures (Jakobsson et al., 2004a) . Knowledge about QoL in general is sparse in elderly people, and further studies focusing on elderly people and QoL are needed. This needs further investigation although it may be that older people may have a different view of QoL since health complaints play a dominant role in their life.
Obtaining knowledge about predictors of QoL in old age may provide nursing care with important means to outline and apply interventions towards a better life also in later years.
Several factors such as marital status, living conditions, functional limitations, fatigue, sleeping problems and depression/depressed mood must be considered (Grimby & Wiklund, 1994; Kendig et al., 2000; Jakobsson et al., 2004a) . Helplessness, disability and ill health have been described as the most frequent factors decreasing QoL mentioned by older persons (Farquhar, 1995) . Dependency on others and pain have also been found to decrease QoL (Hopman-Rock et al., 1997) . These previous studies indicate that those in pain and in need of help to manage daily living (perhaps because of functional limitations or other complaints) may be at high risk of lowered QoL. If this is so, they are in special need of interventions.
However, few studies have focused on which factors need to be considered when handling daily life among these people to prevent lowered QoL. Such knowledge may be helpful to improve the quality of gerontological nursing care.
It is important to optimise the conditions for older people in pain and in need of help for daily living so that interventions to maintain and/or improve perceived QoL despite various health problems (e.g. diseases and symptoms) can be applied. Pain and functional limitations may not always be possible to treat fully, and decreased QoL may be the result. Thus, identifying factors that contribute to decreased or increased QoL among these people may open up other possibilities to improve their QoL. A comprehensive view of factors that interact in relation to QoL in those that need help for daily living may provide other perspectives about how to improve nursing care and in turn daily life among elderly people in pain.
Aims
The aim was to describe and compare overall and health-related quality of life and related factors among those in pain with those not in pain in a sample of older people (aged 75 years and above) in need of help to manage daily living. Further, the aim was to examine determinants for overall and health-related quality of life among those in pain.
Methods

Sample
Some 294 people reporting pain were compared with 238 people who reported no pain, all in need of help with activities of daily living. A total of 532 people aged 75-102 years were thus included in the analysis. The sample was drawn from a larger questionnaire study with an age-stratified sample of people aged 75 years and older (c.f. Jakobsson et al., 2003; Stenzelius et al., 2005) . The target population was elderly, aged 75+, living in southern Sweden which included those living in own homes as well as those living in special accommodations. The population study aimed at evaluating health, socio-economic situation, functional health status, need of help with daily living, how much care was received, and quality of life. The respondents were randomly selected from the population (citizen census list) for each age group, to give the following numbers: 75-79; n=2500, 80-84; n=2500, 85-89; n=2000 and 90+ years; n=1500. Two reminders were sent, the last one with a new copy of the questionnaire. Of the total 8500 questionnaires, 4278 were returned in a usable form (mean age 83.7 years, SD 5.7, and 61.6% women) while 82 were returned but with too large an internal drop-out and were therefore discarded. Two hundred and fifty-five persons were missed (199 deceased, 56 address unknown), giving response rates in the age groups as follows: 75-79: 60%; 80-84: 56%; 85-89: 48%; and 90+: 42%. Non-respondents (mean age 85.7, SD 6.1) were significantly (Students t-test, p=0.005) older than those who did participate (mean age 83.7, SD 5.7), and more (Chi-square test, p=0.005) were women (69.6%) than those who did participate (61.6%).
Due to the performance of the larger population study it was possible to identify those in need of help with activities of daily living (cf. Jakobsson et al., 2004b; Stenzelius et al., 2005) .
Those who responded to the initial questionnaire were categorised as those in need of help for daily living and those not in need. The group of older people in need of help for daily living (n=1305) were selected based on the criteria (measured by two questions in the questionnaire from the population study): need of help for daily living because of lowered health status at least once a week with personal ADL (e.g. personal hygiene, getting dressed), and/or instrumental ADL (e.g. cooking or preparing meals), and/or medical treatment. Those identified as in need of help were contacted by phone and asked to participate in a (structured) interview. A total of 532 people agreed to participate in the interview and, hence, were included in this study. The second questionnaire was sent to those who had decided to participate in the interview, and the respondents were instructed to complete the questionnaire as much as they could before the scheduled interview. The interview began with helping the respondents to answer parts of the questionnaire that were not fully completed. Those reported any degree of depressed mood. However, there were no significant differences in the degree of pain and fatigue between those who did participate in the interviews and those who did not.
This study is a part of a larger population study that included on the one hand a questionnaire study and on the other hand structured interviews as follow-up. This design was chosen to obtain a broad view of the old and the oldest old in the general populations as well as to identify those in greatest need of help as well as go into depth in specific health complaints in relation to QoL among these elderly.
The study was approved by the Ethics Committee of the Medical Faculty at Lund University (LU 478-99).
Measurement
The initial questionnaire had questions about demographic data (Table 1) and various complaints ( Figure 1 ). The complaints were measured by an overarching question, "Have you been troubled by one or more of the following symptoms for the last three months?", and had four response alternative, "no, not at all", "yes, a little", "yes, rather much" and "yes, very much". These questions were a modified version of questions from studies of Tibblin et al. (1990; 1993) which had as response alternative yes/no. Those who reported "no pain" were selected to the "no pain group", and those reporting "little pain" or more were selected to the "pain group". In the subsequent personal interview, instruments for measuring activities of daily living (measured with the ADL staircase), health-related QoL (measured with Sickness Impact Profile) and overall/present QoL (measured with the LGC instrument) were used.
Activities of daily living (ADL) were assessed using the ADL staircase (Sonn & HulterÅsberg, 1991; Sonn, 1996) . The instrument is an extended version of Katz's index of ADL (Katz & Akbom, 1976 ) especially developed to measure states among older people. The ADL staircase summarises an individual's overall performance based on ten functions, personal ADL (e.g. hygiene, dressing/undressing) and instrumental ADL (e.g. cleaning, cooking), and the degree of dependency is calculated and graded from zero to ten or as "O", in a specific hierarchical order (Sonn & Hulter-Åsberg, 1991; Sonn, 1996) . The hierarchical order is originally based on a hypothesis that a patient that came to the hospital could regain his/her ability to manage activities in daily living in a specific order. For example, a person is dependent in food intake (i.e. the "lowest" category in the staircase) is most likely also dependent in all the other activities. Moreover, a person that can manage his/her hygiene (i.e. the "highest" category in the staircase) on their own is most likely independent in all other activities. Zero signifies independent in all functions, one to nine signifies dependency in one to nine activities and ten dependency in all respects. O means "others", i.e. being dependent on help in at least two and at most nine activities and not classifiable as 1-10 according to the hierarchical order, for example dependent in only one IADL activity or dependent in one PADL and one IADL activity but not needing any help with other activities listed (Sonn & Hulter-Åsberg, 1991) .
Overall QoL was assessed using the LGC questionnaire (Nordbeck et al., 1992) . The LGC questionnaire is an instrument developed at the Lund Gerontology Research Centre (Nordbeck et al., 1992) . The questionnaire has been developed through a factor analysis using questions from previously used measurements (Neugarten et al., 1961; Rubenowitz, 1980; Lawton, 1983; Liang, 1984) . The LGC instrument aims to measure global QoL among older people and contains 49 questions divided into 10 factors (present quality of life, psychological well-being, life-span quality, satisfaction with residential environment, psychosomatic health, relations to neighbours, satisfaction with economic situation, satisfaction with social relationship and activities, satisfaction with close relations, and outlook on life) (Hagberg et al., 2002) . The scores range between 0 (lowest QoL) and 1 (highest QoL). Only one (Present quality of life) of these ten factors was used in this study (Appendix 1). The instrument measures QoL from a broad perspective and was used as a complement to the Sickness Impact Profile instrument which measures health-related QoL only.
Sickness Impact Profile (SIP) measures perceived health/health-related QoL (Bergner et al., 1981) . Sickness is measured in relation to its impact on behaviour, and emphasises sicknessrelated dysfunction rather than diseases; hence, SIP does not measure positive function. SIP consists of 136 items, divided into 12 sub-scales/areas (e.g. mobility, intellectual function, social interaction, and household management). Each question asked is answered by yes or no. Two sub-scores (physical and psychosocial) and an overall score can be calculated with a range of 0-100. Low scores signify better health status among the respondents. The part that emphasises work was removed in this study because the sample comprised only retired people. The instrument has been found to be especially useful for measuring perceived health status among elderly people (Fletcher et al., 1992) and has shown good validity and reliability such as test-retest reliability (r=0.75-0.92) and internal consistency (Cronbach's alpha: 0.91-0.94) (Bergner et al., 1981) . Also the Swedish version has shown good validity and reliability (test-retest: r=0.87-0.95) (Sullivan et al., 1986; .
Data analysis
Demographic data, ADL status, various complaints, overall (LGC) and health-related (SIP) quality of life were compared between those in pain and those without (Tables 1-2 ). The ADL category "O"=others was excluded from the analysis (n=48) because they did not follow the hierarchical order in the instrument. The ADL-staircase could be considered as an ordinal scale (instead of nominal) when the respondents categorised as "O" were excluded, and hence be analysed with Mann Whitney U-test. The tests were performed using Student's t-test, Mann-Whitney U-test and Chi-square test. Multiple linear regression (stepwise) was carried out to identify variables that explained the variance in the two QoL instruments (LGC & SIP).
Walking problems, mobility problems, fatigue, sleeping problems and depressed mood had four response alternatives. These response alternatives were transformed into dummy variables, with "No, not at all" as reference. Marital status and economic situation were transformed into dummy variables, with "married" and "neither good or poor" respectively as reference. Living conditions, living status and the dummy variables were entered, as independent variables, in the regression analysis. Regression analysis was performed controlling for age and gender. Collinearity tests (Tolerance, VIF) were carried out to test for high inter-correlation, and no such problems were detected. Analysis of the residuals was made using one-sample Kolmogorov-Smirnov test, and no significant differences were found compared with the normal distribution. Internal consistency for SIP, LGC, and the 10-grade ADL scale were calculated using Cronbach's alpha (Cronbach, 1951) . SIP, LGC and the 10-grade ADL scale were supported by acceptable internal consistency: SIP physical index (alpha=0.77), SIP psychosocial index (alpha=0.71), SIP overall score (alpha=0.84), LGC present quality of life (alpha=0.86) and ADL (alpha=0.85). The data were computerised and analysed using SPSS for Windows 11.0 (Norusis & SPSS Inc, 1992) .
Results
In the total sample (n=532) 45.2% reported no pain, 20.5% little pain, 18.4% rather much pain, and 15.8% very much pain. Of the 294 people reporting pain, 161 (56%) responded to further specific questions (e.g. diagnosis and localisation) about their pain. Median pain duration was 5.0 years (q1-q3: 2.0-15.0). Thirty-seven per cent (of the 161) reported that they had not received any diagnosis (or did not know the reason) for the pain. The reasons the respondents reported were unspecified musculoskeletal pain (1%), osteoporosis (2%), rheumatoid arthritis (6%), ostheoarthritis (34%), other rheumatic diseases (14%) such as Sjögren's syndrome, Systemic Lupus Erythematosus (SLE), fibromyalgia and unspecified rheumatic disease. Other reasons were musculoskeletal diseases/problems (27%) such as fracture, displaced intervertebral disc, joint and muscle inflammation and other non-specified musculoskeletal problems. Non-musculoskeletal diseases/problems (16%) as reasons for the pain included lowered circulation of the blood (above all in the legs), herpes zoster and damaged nerves. The location of the pain was, in descending order, legs/feet (33%), back (22%), hip/pelvis (15%), arms/hands (14%), joints (6%), the whole body (4%) and other not specified (6%).
In the total sample the help was mostly received from children not living in the household (41%), home help service (36%) and spouses (24%). In the total sample 38% of the respondents were categorised between 1 and 4 (i.e. dependent in IADL) on the ADL staircase, and 9% were categorised as O (i.e. not classified in the hierarchical order). No significant difference was found in ADL score between those in pain and those not in pain (Table 1) . No significant differences were found in age, gender, marital status, living status/conditions and economic situation between those in pain and those not (Table 1) . Present QoL was found to be significantly lower and the SIP scores were significantly higher among those in pain (Table 1) , indicating lower present as well as health-related QoL among those in pain. MannWhitney U-test was used to identify differences in complaints between those in pain and those not in pain. All complaints were found to be significantly (p<0.001) more common among those in pain than those without (Figure 1 ). Among those in pain, 60% reported rather/very much walking problems and 33% reported rather/very much fatigue, while among those not in pain only 40% reported rather/very much walking problems and 22% rather/very much fatigue. Those in pain also reported twice as often rather/very much mobility problems (40%), sleeping problems (23%) and depressed mood (16%) compared to those not in pain.
The regression analysis showed that mobility problems, sleeping problems and depressed mood were associated with low Overall QoL among those in pain ( Table 2 ). The overall SIP score was found to be associated with living in special accommodations, functional limitations (walking problems and mobility problems) and fatigue among those in pain (Table   3) .
Discussion
Elderly people in pain and in need of help for their daily living were found to have significantly more functional limitations, fatigue, sleeping problems and depressed mood than those without pain, although there were no significant differences in ADL scores between the two groups. Further, those in pain also had significantly lower health-related as well as overall QoL than those not in pain. Thus, it is especially important to focus on people in pain in daily nursing care because of the higher risk of lowered QoL, and to take actions to improve their QoL. Differences were found between the regression models for overall QoL and healthrelated QoL among those in pain, indicating that different factors must be considered for intervention regarding overall QoL and health-related QoL. On the one hand, mobility problems, sleeping problems and depressed mood were found to be associated with overall QoL. On the other hand, living in special accommodations, functional limitations (walking and mobility problems), and fatigue were associated with health-related quality of life.
A high drop-out rate may be a threat to the external validity if it is systematic. The response rates in the initial questionnaire study were 75-79: 60%; 80-84: 56%; 85-89: 48%; and 90+: 42%, while 41% choose to participate in the interview study. Non-participants in the initial questionnaire and those who did not participate in the interviews (second questionnaire) were found to be significantly older than the participants. This indicates that those not responding were the oldest and frailest, and perhaps because of poor health they could not answer the questionnaire. This assumption is supported by the fact that the most frequent reasons (mostly reported by significant others) for not participating were not having enough strength, reporting dementia disease or just not wanting to be part of the study. Further, those who did not participate in the interviews (second questionnaire) also significantly more often reported communication problems, functional limitations, sleeping problems and depressed mood than those who did participate. This might mean that the results cannot be generalised to the oldest and perhaps frailest people. However, there were no significant differences, between those who participated in the interviews and those who did not, in the degree of pain and in fatigue, which means that the results may after all be valid in this sense. The attempt to include as large as possible a number of the oldest old and frail old could be seen as a strength of this study, even if the external validity is diminished because of the low response rate especially in the oldest age groups.
When measuring QoL among elderly people, the challenge is to avoid measures that exclude or ineffectively explore areas that are important to the elderly population. In this study two instruments for measuring QoL (LGC & SIP), and one instrument for assessing the ability to perform activities in daily life (ADL staircase) were used, which have been especially developed for use among older people. However, the length of the SIP instrument, which contains 136 questions, might be of concern. This may lead to both external and internal dropout and a lowered number of respondents included. The use of structured interviews following the postal questionnaire was an attempt to include as many as possible of the frailest old, to obtain more in-depth knowledge of what was obtained by the initial questionnaire.
Older people in need of help for daily living and especially those in pain are vulnerable because they are affected by several complaints, increasing the risk of lowered QoL. The findings demonstrated the importance of not focusing on pain as an isolated problem but rather as a problem that occurs in a complex of problems. All complaints that were common among people in need of help for daily living were significantly more common among those in pain (Figure 1) . Some of these problems have also been previously reported to be common in old age. Bowling and Browne (1991) found in their study (n=662; age: 85+, 25% were 90+) in London (UK) that 70% reported pain and stiffness in the muscles/joints, and 63% reported sleeping problems. However, in this present study all respondents were identified as in need of help for daily living, while the study of Bowling and Browne (1991) included dependent as well as independent people. In this study the higher degree of all complaints among those in pain compared to those not in pain indicates that those in pain were frailer than those without pain, although no significant difference was found in ADL status.
Therefore assessments and interventions should not be isolated to ADL status because in this group (the elderly in need of help) there is heterogeneity in various complaints. Systematic pain assessment seems to be required in nursing care planning because pain was found to be related to several other complaints that are common in old age. Further, all these complaints may not only be related to pain but also to each other, and a change in one complaint could affect the other complaints negatively or positively and in turn QoL. Thus, nursing care of older people in pain should bear in mind that these people are more likely to be affected by other complaints besides pain and that those other complaints also need to be systematically assessed and intervened against in daily care. Complaints such as functional limitations, fatigue, sleeping problems and depressed mood may improve when pain is reduced. However, it may well be the other way around as well. The results of this study provide information about what complaints to focus on in providing nursing care for older people. If nursing care acknowledges that several complaints occur together and bases interventions on that knowledge, it may benefit the patients more effectively.
Fatigue seems to be very common in old age and more so among those in pain, and could reduce people's ability to manage daily life as well as their QoL. A previous study has shown that non-disabled old people (n=275; 75-year-olds) who felt tired had twice the risk of being hospitalised and of being users of home help 5 years later (Avlund et al., 2001) . In this study 60.4% of those in pain and 46.7% of those not in pain reported fatigue to some degree ( Figure   1 ) and played a significant role for health-related QoL (Table 3 ). In spite of the high prevalence of fatigue in older people it is sparsely investigated. For example Liao and Ferell (2000) found in their study of older residents (n=199; mean age: 88) that 98% reported some degree of fatigue. Another study (n=448; age 75+) showed a prevalence of more than 50% (some degree of fatigue) among older people (Hellström & Hallberg, 2001 ). The high prevalence in residential home patients could be explained by the fact that nursing care tends to underestimate fatigue in older people (Tiesinga et al., 2002 ) and therefore does not intervene against it. Most research focusing on fatigue among people in pain is done in patients with cancer. No study has been found focusing on fatigue among older people in pain in a general population, although fatigue seems to be related to both higher age and pain. It may be difficult to intervene directly against fatigue, but by reducing the impact of other complaints such as pain and sleeping problems, fatigue may be eased. Other tools may be used, such as controlling that the required rest and nutritional intake are achieved. The main goal for nursing care should be to find a balance between demands and resources and use available tools to intervene against fatigue. From a clinical perspective, systematic assessment in daily care is essential for professional care to identify and treat fatigue and hence improve the quality of care as well as QoL. It seems obvious that more research is needed about the mechanisms as well as how to intervene against fatigue.
To improve QoL among older people in pain and in need of help for their daily living, several factors need to be considered. Only some similarities (functional limitations) were found in variables associated with overall and health-related QoL (Tables 2 & 3) , and mostly differences were found. Jakobsson et al. (2004a) found that determinants of QoL are similar when assessing overall and health-related QoL (measured with SF-12 and the LGC instrument) among the oldest old (aged 85+). Living conditions (living in special accommodations & living alone), functional limitations, fatigue and depressed mood were important determinants of QoL among elderly people in pain (Jakobsson et al., 2004a) . In this study mostly the same variables, together with sleeping problems, were found to be associated with QoL. The differences in results could be due to the use of different instruments and different samples, but it may also be that those needing help for daily living are a different group of people, and hence the meaning of QoL is different. In this study living in special accommodations was associated with health-related QoL. Correspondingly Grimby and Wiklund (1994) found (n=565; 76-year-olds) that living in institutions/special accommodations was correlated to health-related QoL (measured with Nottingham Health Profile). This is not unexpected because the reason for living in special accommodations is lowered health (accompanied by e.g. pain, functional limitations and fatigue). The result revealed areas that are of the utmost importance when planning nursing care and taking actions to improve QoL for older people in pain. Furthermore, the findings also indicated that nursing care should not apply too narrow a concept of QoL. Health-related QoL seems to give detailed information about factors related to poor health whilst the overall QoL gives a broader picture of how older people view their lives.
Conclusion
Older people in need of help to manage daily living and in pain seem to be at higher risk of lowered quality of life than those not in pain. Those affected by pain had significantly lower overall and health-related quality of life than those not in pain, and had a significantly higher degree of all complaints measured. The lower QoL among those in pain is probably caused by the complex of complaints rather than pain per se. However, this relationship needs to be further studied to more fully understand the nature of these relationships. Research studies with a longitudinal design would be appropriate to reveal directions of the relationships (i.e. to establish causal relationships). This is important knowledge for research as well as practice.
Pain is not understood effectively if it is not viewed in the context of other problems as well.
To prevent decreased QoL among those in pain and need of help for daily living, living conditions, functional limitations, fatigue, sleeping problems and depressed mood need to be considered and adequate intervention applied. By assessing and alleviating these complaints as complex rather than single complaints it may be easier for the older person to live with the pain and QoL may be improved. This study revealed areas (i.e. various complaints and socioeconomic factors) to be intervened against in nursing care, but further research is needed to evaluate available methods and to develop new methods to be used for interventions in these specific areas. Pain  No pain  Pain  No pain  Pain  No pain  Pain  No pain  Pain  No 
